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{K 000} | INITIAL COMMENTS {K 000}

{K 161} | Building Construction Type and Height {K161}
ss=F | CFR(s): NFPA 101

Building Construction Type and Height

2012 EXISTING

Building construction type and stories meets
Table 19.1.6.1, unless otherwise permitted by
19.1.6.2 through 19.1.6.7

19.1.6.4,19.1.6.5

Construction Type
1 | (442), 1 (332), Il (222) Any number of
stories
non-sprinklered and
sprinklered

2 IN(111) One story
non-sprinklered

Maximum 3 stories
sprinklered

3 11 (000) Not allowed
non-sprinklered

4 I (211) Maximum 2 stories
sprinklered

5 IV (2HH)

6 vV (111)

7 Il (200) Not allowed
non-sprinklered

8 V (000) Maximum 1 story
sprinklered

Sprinklered stories must be sprinklered
throughout by an approved, supervised automatic
system in accordance with section 9.7. (See

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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{K 161} | Continued From page 1

19.3.5)

Give a brief description, in REMARKS, of the
construction, the number of stories, including
basements, floors on which patients are located,
location of smoke or fire barriers and dates of
approval. Complete sketch or attach small floor
plan of the building as appropriate.

This REQUIREMENT is not met as evidenced
by:

{K 271} | Discharge from Exits
ss=D | CFR(s): NFPA 101

Discharge from Exits

Exit discharge is arranged in accordance with 7.7,
provides a level walking surface meeting the
provisions of 7.1.7 with respect to changes in
elevation and shall be maintained free of
obstructions. Additionally, the exit discharge shall
be a hard packed all-weather travel surface.
18.2.7,19.2.7

This REQUIREMENT is not met as evidenced
by:

{K 351} | Sprinkler System - Installation
ss=E | CFR(s): NFPA 101

Spinkler System - Installation

2012 EXISTING

Nursing homes, and hospitals where required by
construction type, are protected throughout by an
approved automatic sprinkler system in
accordance with NFPA 13, Standard for the
Installation of Sprinkler Systems.

In Type | and Il construction, alternative protection
measures are permitted to be substituted for
sprinkler protection in specific areas where state
or local regulations prohibit sprinklers.

{K 161}

{K 271}

{K 351}
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{K 351} | Continued From page 2 {K 351}

In hospitals, sprinklers are not required in clothes
closets of patient sleeping rooms where the area
of the closet does not exceed 6 square feet and
sprinkler coverage covers the closet footprint as
required by NFPA 13, Standard for Installation of
Sprinkler Systems.

19.3.5.1,19.3.5.2, 19.3.5.3, 19.3.5.4, 19.3.5.5,
19.4.2,19.3.5.10,9.7,9.7.1.1(1)

This REQUIREMENT is not met as evidenced
by:
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